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Abstract

Introduction: Low-income people are most vulnerable to food insecurity; many turn
to community and/or charitable food programs to receive free or low-cost food. This needs
assessment aims to collect information on the barriers to accessing food programs, the
opportunities for improving food access, the barriers to eating fresh vegetables and fruit,
and the opportunities to increasing their consumption among food-insecure people
in Cobourg, Ontario.

Methods: We interviewed food program clients using structured individual interviews
consisting of mostly opened-ended questions.

Results: Food program clients identified barriers to using food programs as lack of trans-
portation and the food programs having insufficient quantities of food or inconvenient
operating hours. They also stated a lack of available vegetables and fruit at home, and
income as barriers to eating more vegetables and fruit, but suggested a local fresh fruit
and vegetable bulk-buying program called “Good Food Box” and community gardens
as opportunities to help increase their vegetable and fruit intake.

Discussion: Many of the barriers and opportunities identified can be addressed by working
with community partners to help low-income individuals become more food secure.

Keywords: nutrition, low-income population, poverty, healthy food, accessibility, fruit,
vegetables, food insecurity, Ontario

Introduction
personally acceptable food are defined as

The link between low-income and health
is well documented: people at the lowest
socio-economic level are at risk of developing
chronic diseases, including heart disease,
diabetes, chronic respiratory diseases
and cancer, and of dying prematurely.''
Previous studies report that income greatly
impacts food accessibility, which in turn
influences food consumption, especially of
nutritious food required to keep healthy.!**?
Individuals who have limited physical and
economic access to safe, nutritious, and

food insecure.?®* People in low-income
groups are most vulnerable to food inse-
curity; they include single-parent families,
those receiving social assistance, those
who reside in rented dwellings, the home-
less, the working poor, the unemployed,
unskilled and semi-skilled workers, people
with literacy needs, people with mental
illness and addictions, teenage parents,
and those with disabilities.*

In Ontario, 47.2% of households earning
less than $10,000 before tax are food insecure,
compared to only 1.8%, 5.2% and 14.4%
for households in the highest, upper middle,
and middle-income categories, respectively.?
Food-insecure individuals turn to community
food programs, such as community gardens
and kitchens, or charitable food programs,
such as food banks, or both, to receive free
or low-cost food to help alleviate some
of their financial constraints.

The purpose of this needs assessment
is to collect information on the barriers
to accessing food programs, whether com-
munity- or charity-based; the opportuni-
ties for improving food access; the barriers
to eating vegetables and fruit; and the
opportunities to increasing the consumption
of vegetables and fruit among food-insecure
people in Cobourg, Ontario.

Background

Cobourg is located in the province of Ontario,
approximately 110 kilometres east of
Toronto. It is the largest urban-like centre in
Northumberland County, which is made
up of mostly rural communities. The popu-
lation in 2006 was 18 210, with the majority
aged over 25 years.”® At that time it was
home to 5235 families, with 18% of these
being single-parent families.** The unem-
ployment rate was 6.7 %, compared to 6.4%
for Ontario.?* About 7% of Cobourg’s popu-
lation was low-income before tax.**

Cobourg has a public transportation system
of two fixed bus routes. There are four
major grocery chain stores, two of which
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are discount food stores. There is one
food bank, one free lunch program, one
community garden, and a handful of
charitable community organizations that
manage pantries of donated foods that
are available for free to any food-insecure
person. The food bank is open every
Wednesday and Friday for three hours in
the morning, and clients are able to access
it two times per month. The free lunch
program is available every day of the week
for one hour to anyone in need. Charitable
community organizations that manage
food pantries are opened during their normal
business hours.

Methods

We used a convenience sample to gather
information from adults who had used
services such as food banks and counselling
programs at least once.

Potential respondents were recruited at two
local non-governmental organizations that
manage charitable food programs but
whose primary mandate is not the provision
of food. We chose these particular charitable
food programs because they are located in
safe and friendly neighbourhoods, which
facilitated the recruitment and the interview
process. Also, these two organizations
reach people who use any of the available
charitable food programs, as well as a
broader spectrum of food-insecure people.
Four members of a local food security
committee volunteered to be trained to
conduct interviews. The needs assessment
was advertised on flyers posted at the
designated locations. Interview respondents
were recruited using two different sampling
strategies: at one location, two trained
interviewers approached food program
clients with a standard script; at the other,
an individual who had a relationship with
many of the food program clients facilitated
recruitment of potential respondents. Both
recruitment methods requested voluntary
participation. Potential respondents were
told of the purpose of the needs assess-
ment and assured confidentiality; consent
was verbal. They were shown to a quiet
corner or a separate room to be interviewed
by the two trained interviewers using
the interview guide. In total, 35 people
completed the interview, after which every

respondent received an information letter
describing the needs assessment and
detailing the consent process.

The interview guide consisted of structured,
open-ended questions and several closed-
ended questions. Prior to starting this
needs assessment, the interview guide was
reviewed by a member of the local food
security committee and health unit staff, and
piloted-tested with a sample of food bank
recipients from another municipality. The
questions were about barriers to using and
opportunities for improving access to food
programs; barriers to and opportunities for
eating vegetables and fruit; and the respond-
ents’ own definitions of what it means to have
enough food. The interviewers took notes
of the respondents’ keywords and phrases,
or explanations of their answers, and recorded
descriptions of their body language to pro-
vide additional context to the answer. The
interviewers checked the trustworthiness
of the data they had recorded by periodically
repeating the response to verify their under-
standing and interpretation of what the
respondents had said.

At the end of each day, all the interviewers
were debriefed so as to analyze the written
responses and the interviewers’ thoughts,
feelings and insights about each interview.

The needs assessment protocol was reviewed
for ethical consideration in accordance
with established standards of the Haliburton,
Kawartha, Pine Ridge District Health Unit.

Data analysis

Using framework analysis, we qualitatively
analyzed all the responses to open-ended
questions and all field notes recorded for
both open- and closed-ended questions.*
Framework analysis is a qualitative method
ideally suited to studies with specific ques-
tions, a limited time frame, a convenience
sample and a priori objectives, such as the
barriers and opportunities assessed in our
study.?® Tallies and percentages to each
closed-ended question and the demograph-
ics were calculated separately. The data
were analyzed throughout and after the
data collection process, enabling the lead
researcher to identify the point when data
saturation was reached.

Using La Pelle’s methods, answers and field
notes to all interview questions were entered
into a table formatted in Microsoft Word.?
Data were coded using a thematic framework
developed a priori from the needs assess-
ment objectives.*® Expressions indicating
barriers or opportunities were marked with
colours and different fonts. A separate doc-
ument was created to group all expressions
of barriers and opportunities together.?
The grouped expressions were then separated
into (1) barriers and opportunities according
to their question number and reference to
food programs in general; (2) reasons for
accessing food programs more than once
a month; and (3) vegetables and fruit
consumption. These distinct clusters were
then analyzed for common subthemes.

One question from the standard script
interview, “What does ‘having enough
food” mean to you?” did not fit into the
a priori framework. Rather, the question
gave context and meaning to food insecurity
as experienced locally by individuals and
households. For this question, themes were
generated as they surfaced from the data
without the use of an a priori framework.

All of the raw data were analyzed indepen-
dently by two investigators using the same
framework, and their analysis was reviewed
by a third. The three investigators discussed
any discrepancies to reach a consensus
on the categories.

Results

Table 1 shows the characteristics and the
household make-up of the respondents.

Of the 35 respondents who completed an
interview, 43 % said that if there were no
restrictions, they wished they could access
food programs once a week (data not
shown). All of the respondents said they
enjoy eating vegetables, while 97% said
they enjoy eating fruit. Only 23 % said they
are able to get as much vegetables and
fruit as they want.

Barriers to using food programs
The most common barrier mentioned by the

respondents was transportation, as 14
respondents (40%) either lacked the means
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TABLE 1
Characteristics of respondents (N = 35) who completed a needs assessment interview about barriers
to accessing food programs and to eating vegetables and fruit.

Gy Number of respondents, Percentage o:‘ respondents,
n %
Sex
Female 31 89
Male 4 11
Ade
18-29 years 5 14
30-39 years 12 34
40-49 years 12 34
50-59 years 5 14
60-69 years 1 3
70+ years 0 0
Place of residence
Cobourg 30 86
Outside Cobourg 5 14
Interview request approach
Interviewers approached potential respondents directly 9 26
Interviewers introduced to potential respondents by an individual who had 26 74
a relationship with the respondents
Children in the household®
None 12 34
Children 12 years and under 18 51
Children 1318 years 10 29
People working in the household
0 13 37
1 15 43
2 5 14
3 2 6
Source of household income®
Ontario Works 10 29
Ontario Disability Support Program 11 31

Ontario Child Care Supplement for Working Families 14
Canada Pension Plan Disability (CPPD)

5
0
Canada Pension Plan (CPP) 3 9
2
0

Old Age Security Program 6
Ontario Student Assistance Program 0
Regular employment 22 63
Employment Insurance (EI) 22 63
Workplace Safety and Insurance Board (WSIB) Benefits 0 0
Other 2 6
None 0 0

2 Some households include children in both age groups (less than 12 years, 1318 years), hence the percentages add up to more than 100.

® Some households have more than one source of income, hence the percentages add up to more than 100.
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to get to the program location (no vehicle,
no access to rides) or had difficulty walking
home with large boxes of food. Certain
foodstuffs in the food banks, such as milk,
pasta, and peanut butter, were quickly
depleted, and 6 respondents (17%) men-
tioned that they receive insufficient quan-
tities of food for themselves and their
household. One single, middle-aged woman
exclaimed about the food banks’ food sup-
ply in general, “It’s the food—running out
of food all the time.” Another respondent,
a mother of two younger children and two
teenagers, explained, “The food bank don’t
[sic] give enough food.” Ten respondents
(29%) complained that the food programs
are not open for long enough during the
day or throughout the month, and that the
times of operation conflict with their per-
sonal schedules. One woman explained the
current operation of the food bank: “[the
food bank] now opens 10 [a.m.] to 1 [p.m.],
but [I] would like [it to be open] from
9 [a.m.] to 4 [p.m.].” Other barriers were
not knowing where food programs are
located throughout the community; the
quality of food, which is described as
being mostly “junk food;” the need to show
personal identification; not being able to
choose preferred food; and that the food
bank service area was too small and could
not be accessed by people in wheelchairs
or with children in strollers. Regarding food
quality, a mother of two recounted, “I got
home once to find 50 percent or more [of
the food from the food bank] are [sic] fruit
cakes, doughnuts, cookies, and I cried...
I thought, how can I feed my child?”

Opportunities for improving food
program access

Three respondents suggested opening food
programs on more days of the week and
during morning, afternoon and evening
hours. One mother of three said, “Most
programs [are] open Monday, Wednesday,
Friday...[It would be] nice if something
[was] available other than those days.”
Several others expressed the theme of social
support networks, where people help
each other by growing food and sharing
together or making sure there is enough

“http://www.foodshare.net/goodfoodbox01.htm

food remaining for the next individual.
A part-time working mother of two children
explained her ideal barrier-free food bank
system, “Have to be fair to other people—don’t
be greedy or selfish—don’t be taking too
much, just enough to get by.” Finally, thirteen
respondents (37 %) reported very few or no
barriers to using food programs.

Barriers to eating vegetables and fruit

Twelve respondents (34 %) mentioned that
not having enough vegetables and fruit was
abarrier to eating them. A part-time working
mother of one stated that she does not need
encouragement to eat more vegetables and/or
fruit. Rather, she said, “[I] don’t eat them
because 1 don’t have them [in my home].”
Another single mother of three explained why
she does not eat more vegetables or fruit in
the context of food insecurity, “If I knew I
had enough for my boys, I myself would eat
more.” Not having enough money to afford
vegetables or fruit, and vegetables and
fruit being expensive were other common
themes. When asked “What would encourage
you to eat more vegetables and/or fruit”,
an unemployed, single, middle-aged man
replied, “[I] don’t make enough money.
If I had more money, I’'[d] make sure to buy
some fruit.” A working mother of two who
is the sole breadwinner of the household
described what might help her get more
fruits and vegetables, “more money...they
say [vegetables and fruit] are cheaper, but
[they’re] not.”

Opportunities for increasing consumption
of vegetables and fruit

Eleven respondents (31%) suggested that the
food program use or offer a local fresh fruit
and vegetable bulk-buying program, the
“Good Food Box,”* as a way to help increase
their vegetable and fruit consumption.
Sixteen respondents (46%) stated that the
affordability of vegetables and fruit and their
availability at food programs are factors
in how much they consume them. Ten
respondents (29%) mentioned having or
joining a gardening program, or having
a garden or more room to grow their own
vegetables and fruits. Ten respondents (29 %)
also mentioned that they would eat more

vegetables and fruit if they knew more
about the benefits of eating these, if they
had recipes and/or took cooking classes,
and if they knew how to keep vegetables
and fruit longer without spoilage.

Reasons for accessing food programs more
than once a month

Seven respondents (20%) explained that
they need to return to different food banks
in the greater region several times each
month because they do not receive enough
food at any one particular location. A part-time
working mother of two described her expe-
rience with a food bank, “We get one can
of tomato soup for two weeks and a bag of
pasta for a family of six...It’s not enough!”
Two respondents commented on the lack of
variety of food at food banks; one full-time
working mother of two explained why she
visits several food outlets during the month,
including food banks: “I don’t get balanced
nutrition...I can’t hit all four food groups
going to food banks.” Two respondents
explained that visiting only one food bank
limited their choice; one non-working
mother of two teenagers stated, “[a certain
food bank]—they decided for me...I don’t
need mushrooms, beans and tomatoes.”
Fourteen respondents (40%) said that they
wish they could access several food programs
each week.

Having enough food means. ..

For fourteen respondents (40%), having
enough food meant being able to feed
their children healthy, nutritious diets
that included a variety of foods. A single,
part-time employed mother of two had
this to say about having enough food:
“[It] doesn’t even mean choice...have one
thing from each food group to give to [the]
children and myself at every meal—make
do with what you have.” Having peace
of mind that “everyone in the family has
all they need” and not worrying about
budgeting or the children going hungry
also represented having enough food.
One part-time employed mother defined
having enough food as “knowing there’s
enough food in the fridge or cupboard
until the next time I'm getting a cheque.”
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Five respondents (14%) equated having
an adequate amount of food to being able
to eat several times in the day or allowing
the children to eat as much food as they
could. Seven respondents (20%) also reported
wanting to be able to eat healthy meals
on a regular basis and “feed their entire
family every day.”

Discussion

In this needs assessment, we found that
(1) transportation, food quantity and food
program hours limit food access; (2) that
availability and income hinder vegetable
and fruit consumption for food-insecure
individuals; (3) that food quantity and
quality caused respondents to visit food
programs more than once a month; and
that (4) being able to feed the children
in the household adequate quantities of
nutritious food was a common definition
of having enough food.

Several studies assessing charitable food
programs found that recipients commonly
receive insufficient quantities of food and
that what there is is of poor quality.?!
Teron and Tarasuk assessed 85 food hampers
received by Toronto Daily Food Bank clients
and found that over half of the households
with three or more persons received less than
a three-day supply of food.” In addition,
over 78% of the food hampers contained
at least one damaged or out-dated food
item.” Hamelin et al. suggested that for
low-income food-insecure households meet-
ing basic physical needs by having enough
food to eat is just as important as having
a diverse, balanced diet.?*3 Respondents
in our needs assessment also expressed
the importance of fulfilling their basic
physical need through quantity and quality
of food; not having this need met may be
one of the reasons why almost half of the
respondents wished they could access food
programs and services more often, i.e.
once a week.

Most of the respondents in our needs
assessment were mothers. Other Canadian
studies also found that it was vitally impor-
tant to mothers that their children received
optimal nutrition.*3¢ They equated having
enough food with providing for their chil-
dren. These mothers go to great lengths

to satisfy their children’s hunger, opting
to visit food programs several times each
month, despite the stigma associated with
using food banks and the feeling of loss of
dignity?**7.

Because food banks and other similar types
of programs are so dependent on charity
or donated products, there is no guarantee
of the stock levels or type of foods dis-
tributed at any one location at a particular
time. This makes them unreliable as a food
outlet source for food-insecure individuals
who depend on the programs simply to feed
their families from day to day.?*2%3%33

Many respondents said that transportation
is a barrier to their using food programs.
This finding is not exclusive to low-income
individuals, as a recent study conducted
with all Northumberland County residents
reported transportation as one of the top
three concerns in the county.*® For low-income
individuals who barely get by paying for
basic living necessities, public transporta-
tion is a luxury,* and for the few who are
able to afford a vehicle, these are typically
unreliable or non-functioning.* Our needs
assessment indicated that walking is the
primary or preferred mode of transportation
because of its low cost; of course, carrying
food supplies makes the return trip prob-
lematic. Exploring the experiences of low-
income mothers caring for children, Bostock
pointed out that 82% of the mothers did
not own a car and relied on walking to get to
places;* since they found walking stressful
and physically tiring, they were confined
to accessing only those resources that were
within walking distance. In short, lack of
transportation restricts an individual’s way
of life and their access to resources, such as
the quantity of food one can carry back home.

In our needs assessment, many interviewees
commented that they would eat more veg-
etables and fruit if such fresh produce was
available in their homes. Further discussion
revealed that the underlying reason for the
lack of vegetables and fruit in the home is
that fresh produce is unaffordable and not
readily available through food programs.
Previous studies show that individuals at the
lowest socio-economic status tend to eat
fewer vegetables and fruit than people of
higher socio-economic status.***s Health
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Canada recommends that adults aged 19 to
50 years eat a minimum of seven servings
of vegetables and fruit daily.* However, for
those living on a low income, the price of
vegetables and fruit often precludes eating
the recommended number of servings.
Along with other social determinants such
as employment, housing, education, and
access to services, income has a profound
effect on individual health and the health
of a community;**** some argue that it is
the most important determinant of health.5*

Although our findings are consistent with
the literature on the barriers to food access,
our study also has a number of limitations.
First, to reduce intimidation and thus
increase participation, interviews were not
tape-recorded. The interviewers played a dual
role as both interviewer and recorder. In such
instances, interviewers may either elicit
important information but forget to record
it verbatim, or they may record diligently
but forget to probe for clarification when
necessary. There may also be interviewer
bias as interviewers must quickly filter
responses to note keywords, phrases, or
sentences spoken by each respondent.
This subjects the data to a preliminary level
of sorting and analysis, which may vary
slightly from interviewer to interviewer, and it
is difficult to ascertain the extent to which
interviewers have filtered the information.

Second, more interviews took place at one
location than the other. Consequently, the
sample population may not be representative
of all food-insecure individuals.

Despite the limitations, this needs assessment
has highlighted the need to address:

1) Food availability: working to ensure that
certain types of food will be available at
food programs and that sufficient quantities
of food is given relative to household size;

2) Transportation: working to ensure that
affordable public transportation is available
to get to and from food program locations;

3) Supportive networks: working to enhance
social networking opportunities so that
people can support each other’s needs;




4) Local fresh fruit and vegetable bulk-buy-
ing program: working to ensure that the
program is affordable especially for low-
income families and individuals.

5) Community gardening: working to generate
interest and skills around community gardens
to help increase vegetable and fruit intake.

Addressing these food access issues would
present a new set of challenges that would
need to be considered. It is crucial, then, that
everyone, community partners and local
communities alike, work together in a con-
certed effort to overcome the obstacles.

Programs such as food banks and soup
kitchens were never meant to be long-term
services. They were originally intended to
temporarily relieve people facing economic
trouble so that they could direct their
finances towards bill payments and other
basic living necessities. However, such pro-
grams have become permanent and will
not be eliminated unless other socioeconomic
factors, such as transportation, employ-
ment, education, childcare and affordable
housing, are addressed in tandem. While
there is still a long way to go in eliminating
such social challenges, individuals in the
interim can help break down barriers and
reduce the risk factors of chronic diseases
by addressing food access first. This research
will help inform local decision-making and
strengthen programming in the area of
food security.
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